affected in all religious communities of Western India except among Parsis. Parsis, a majority of whom are non-smokers and non-chewers of tobacco, had leukoplakia more often on the anterior 2/3rd tongue than on the buccal mucosa and this pattern persisted in the distribution of cancer also, whereas people from Gujarat more often smoke; in these the buccal mucosa was commonly affected with leukoplakia, but cancer was not so frequent in Oral and pharyngeal carcinomas constitute 45-6% of all malignant neoplasms observed at our hospital. Our observations since 1941 reveal that these carcinomas frequently exhibit basic differences from one anatomic site to another. These include the biological characteristics, viz. rate of growth, local and distal spread, response to therapy, prognosis, end results and also the epidemiological features, viz. frequency, sex ratio and distribution in various refigious communities (Paymaster, 1957 (Paymaster, , 1962 ). Thus we recognise oral and pharyngeal carcinomas in the following distinct anatomic zones: (1) the oral cavity (1400; 1401; 1411, 13, 14, 15; 1430; 1431; 1449; 1450; 1452) , (2) the oropharynx (1410; 1453; 1461; 1466, 67) , (3) the hypopharynx (1480; 1481; 1482; 1611) , (4) the nasopharynx (147) . The numbers in brackets indicate the code adopted for the sites included in the groups by American Cancer Society (A.C.S., 1968 
Site di8tribution
A similar grouping has been adopted for leukoplakia cases and Table I indicates the distribution according to site. Amongst the leukoplakia cases, in almost 53% a biopsy was done to exclude malignancy at the first visit of the patient to the hospital.
The preponderance of these lesions in the oral cavity is obvious. Intrinsic larynx (vocal cord) Age and 8ex di8tribution
The age distribution and mean ages at diagnosis of both leukoplakia and cancer are indicated in Fig. 1 .
The average age for the leukoplakia cases among males was lower than the cancer cases as well as the average age for both leukoplakia and cancer cases among females. Among males, the difference between the mean ages of leukoplakia and cancer cases was statistically significant; P < 0-01.
The male to female ratio of oral leukoplakia cases was 4-3 : 1, whereas for oral cancer the ratio was 2-3 : 1.
Religiou8 community di8tribution (Paymaster, 1967; Paymaster et al., 1968; Paymaster and Gangadharan, 1970) .
The distribution according to site of both leukoplakia and cancer cases in each community is indicated in Table Ill Prevalence, distribution, associated factors and malignant transformation of leukoplakia have been studied by several workers. In India some of such studies have been conducted among urban hospital patients and also among rural population based on house to house surveys. The frequency ratios reported among urban dental hospital outpatients are: Lucknow-3-3%; Bombay-2-8%; Bangalore-1-6%; Trivandrum-2-4%; Indore 6-5% (Pindborg et al., 1967 (Pindborg et al., , 1965 (Pindborg et al., ) 1966 Zachariah et al., 1966; Mangi et al., 1965) . House to house surveys conducted in rural areas indicated the rates among the population as Srikakulam (Ahdhra) 4-9 %; Ernakulam (Kerala) l-7 %; Bhavnagar (Gujarat) l-7 %; Darbhanga and Singhbhum (Bihar) 0-2% (Paymaster, 1957 The estimated number of cases indicate that among males the risk was 4-8 times and among females it was 7-1 times of the normal population for developing cancer of the oral cavity and pharynx. These are minimum levels of risk. However, as some of the factors associated with leukoplakia independently increase the risk of developing cancer, for instance chewing and smoking, a reduction in these risk levels could be anticipated after adjusting for such factors. It must also be mentioned that a vast majority of our male population indulge in such habits, therefore the available cancer incidence figures indicate to a large extent the risk among such a group. The incidence rates among females also are influenced by such factors, though to a lesser extent than in males.
There was a change in the sex ratio after malignant transformation. Silverman and Rozen (1968) who also observed that females have a higher risk for malignant transformation of leukoplakia, suggests that this may indicate a sex related factor. In our series the majority of cancer cases which developed at the same site as leukoplakia indicate the potentiality of these lesions, yet the fact that cancer also developed in the adjoining oral and pharyngeal regions may perhaps suggest an overall excess susceptibility of these persons for cancer.
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